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This visit was for a standard licensure survey.
Facility Number: 005913
Survey Date: 10/10/2012 & 10/11/2012
Surveyors:
ReBecca Lair, LCSW
Medical Surveyor
Jacqueline Brown, RN
Public Health Nurse Surveyor
Williams Eye Surgery Center is in compliance
with 410 IAC 15.2, Ambulatory Surgery Center
Licensure Rules.
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